Abstract Background: Violence against women is an important public-health problem that draws attention of a wide spectrum of clinicians. However, multiple barriers undermine the efforts of primary health care workers to properly manage and deal with battered women. Objectives: The aim of the present study was to reveal barriers that might impede administering comprehensive health care to battered women and compare these barriers between nurses and physicians and identify factors affecting such barriers. Methods: A total of 1553 medical staff from 78 primary health care units agreed to share in this study, of these 565 were physicians and 988 were nurses. Results: Barriers related to the battered woman topped the list of ranks for both physicians (93.1 ± 17.4%) and nurses (82.1 ± 29.3%). Institutional barriers (87.2 ± 21.5%), barriers related to the health staff (79.8 ± 20. 5%), and social barriers (77.5 ± 21.7%) followed, respectively, in the rank list of physicians while for the list of nurses, social barriers (75.1 ± 30.1%), institutional barriers (74.3 ± 31.7%) followed with barriers related to health staff (70.0 ± 30.0%) at the bottom of the list. Only duration spent at work and degree of education of nurses were significantly affecting the total barrier score, while these factors had no significant association among physicians. Conclusion: Real barriers exist that might interfere with administering proper comprehensive health care at the primary health care units by both physicians and nurses. This necessitates design of specific programs to improve both the knowledge and skills of the medical staff to deal with violence among women. Also, available resources and infrastructure must be strengthened to face this problem and enable primary health care staff to care for battered women.
Introduction
Over the past 10 years, violence against women has become recognized as a serious public-health issue. 1 The WHO multi-country study on women's health and domestic violence (DV) showed that the lifetime prevalence of physical or sexual partner violence, or both, varied between 15% and 71% in 10 countries. 2 Battered women suffer from a wide range of physical, emotional and social negative impacts or sexual abuse. The physical health consequences include both injury and a broader range of impacts. These impacts include nutritional status (e.g. mal-nutrition, digestive problems and hypertension), sexual and reproductive health (e.g. fertility, contraceptive use, and sexually transmitted infections); maternal health (e.g. increased risk for high blood pressure, risk of ante-partum hemorrhage and of miscarriage); and mental health (e.g. risk of depression and suicide). [3] [4] [5] [6] [7] [8] [9] Given that intimate partner violence (IPV) is an important risk factor for a range of health problems, there has been growing awareness of the need for health providers to be able to respond better to cases of violence that they encounter, and to help identify women experiencing violence and refer them to specialized services. 10, 11 There is growing recognition of the public-health burden of DV against women and the potential for the health sector to identify and support abused women. Several modules for integration of medical services were developed to deal with DV against women. These models included selective integration of one or two services at the same site, [10] [11] [12] comprehensive range of services delivered in one setting, 13, 14 and multisite linkage of services with external referral of battered women for specialized services. 15 A major concern in the provision of services for violence is to ensure that women are not further victimized by the health sector, but are treated sensitively. 16 Related to this, a common issue of concern among the various models is the challenge of ensuring that health personnel are appropriately trained to provide support services.
Multiple challenges face provision of integrated services to battered women. These range from individual service providers' attitudes and lack of knowledge about violence to managerial and health systems' challenges, such as insufficient staff training, lack of inclusion of violence-response training in national medical curricula, no clear policies on DV, and lack of coordination among various actors and departments involved in planning integrated services. The influence of more external structural and political issues (including laws on DV and the availability of external sources of support for women experiencing violence) is also important. 17 Although several intervention approaches have been suggested to deal with battered women in the primary health care, yet many barriers could undermine the efforts of primary health care staff to properly manage and deal with these cases. Thus, the current study was formulated to reveal such barriers and the factors affecting them as well as if these barriers differ between physicians and nurses.
Methods
An observational cross-sectional study design was adopted for this study. The study was carried out in the primary health care centers in Kuwait. All physicians and nurses available during the field work of the study in the primary health care centers were the target population of this study. A total of 78 health centers are distributed over five health districts in Kuwait. The total number of health care workers was 2516; out of these, only 1553 agreed to share in the study with a response rate of 61.7%. The study covered the period January-August 2010. Data were collected over three months starting from May to July 2010. All the necessary approvals for carrying out the research were obtained. The Ethical Committee of the Kuwaiti Ministry of Health approved the research. A written format explaining the purpose of the research was prepared and signed by the physician before starting the interview. A self-administered questionnaire was handled to physicians and nurses. In addition, the purpose and importance of the research were discussed with the director of the health center. Data of this study was collected through a specially designed questionnaire. This questionnaire consisted of several sections. The first section dealt with socio-demographic characteristics, including age, sex, number of years in practice, educational qualification, current job, years at current work and salary. The barrier scale consisted of 27 questions covering four sub-domains. The first sub-domain dealt with the social barriers that might interfere with proper care of victimized women and consisted of eight questions, while the second sub-domain included six questions dealing with institutional barriers, the third sub-domain consisted of eight questions related to health staff and the last sub-domain dealt with barriers related to the victim and consisted of five questions. The reliability and validity of this scale was fully studied as a part of a large study dealing with most of the aspects of DV against women.
A pilot study was carried out on 60 physicians and nurses (not included in the final study). This study was formulated to test the clarity, applicability of the study tools, accommodate the aim of the work to actual feasibility, identify the dif-ficulties that may be faced during the application, as well as study all the procedures and activities of the administrative aspects. Also, the time of interviewing the physicians was estimated during this pilot study. The necessary modifications according to the results obtained were done, so some statements were reworded. Also, the structure of the questionnaire sheet was reformatted to facilitate data collection. The average interviewing time was 20 min.
A pre-coded sheet was used. All questions were coded before data collection. This facilitates both data entry and verification as well as reduces the probability of errors during data entry. Data were fed to the computer directly from the questionnaire without an intermediate data transfer sheets. The Excel program was used for data entry. A file for data entry was prepared and structured according to the variables in the questionnaire. After data were fed to the Excel program; several methods were used to verify data entry. These methods included the following: simple frequency, cross-tabulation, as well as manual revision of entered data. Percent score was calculated for the total barrier score as well as for each domain of barriers. Before calculating the sum of score; the score of negative questions was reversed. The percent score was calculated as follows: sum of score · 100/number of items. The sum was treated to yield a range of 100% with a minimum of zero and a maximum of 100.
Statistical analysis
Before analysis; data were imported to the Statistical Package for Social Sciences (SPSS) which was used for both data analysis and tabular presentation. Descriptive measures (count, percentage, minimum, maximum, arithmetic mean and standard deviation) as well as analytic ones as Mann Whitney Z test (for testing scores and non normally distributed quantitative variables), Chi square (for qualitative variables), and Student t-test (for normally distributed quantitative variables). The level of significance selected for this study was P 6 0.05. Table 1 shows socio-demographic characteristics of studied physicians and nurses. Physicians were significantly older than nurses (40.0 ± 9.1 years compared with 34.8 ± 7.5 years, P < 0.001) and spent more years at the current job (13.0 ± 8.4 years compared with 10.2 ± 7.4 years, P < 0.001). Physicians also, had higher educational qualification than nurses (68.3% had high qualification compared with 14.2%, P < 0.001). They also tended to have high salary as 39.8% of them were earning more than 1500 KD compared only with 0.7% of nurses. The majority of nurses were of Non-Arab nationality (70.7%), mainly Indians and Filipinos, while the majority of physicians were Arabs (51.5%) and Kuwaitis (43.2%), the latter nationality constituted only 8.9% of nurses. Singles were likely encountered among nurses (13.4%) than physicians (9.7%) while currently married constituted 87.3% of physicians compared with 84.8% of nurses. These differences were statistically significant, P = 0.040. Table 2 shows barriers for administering proper care to women experiencing DV by physicians and nurses. Although the mean percent score of social barriers did not show any significant difference between the two groups (77.5 ± 21.7% compared with 75.1 ± 30.1%, P = 0.092) yet, the individual questions constituting this domain showed significant differences between the two groups. Nurses were more likely to state low socio-economic status of women (72.2% compared with 64.4%, P = 0.001) and religion (64.7% compared with 48.7%, P < 0.001) as social barriers for administering the required care while physicians were more likely to state lack of legal arrangement (86.0% compared with 79.7%, P = 0.002), operational nature of the security forces (76.3% compared with 66.9%, P < 0.001), cultural structure (88.8% compared with 76.8%, P < 0.001), and feudal and traditional families (91.2% compared with 79.5%, P < 0.001) as social barriers for administering the required care for battered women. Physicians tended to have a significantly higher score on the institutional barriers than nurses (87.2 ± 21.5% compared with 74.3 ± 31.9%, P < 0.001) with significantly higher proportions for all the questions of this domain. Generally speaking, the same pattern can be observed for the barriers related to health staff domain with an overall mean percent score of 79.8 ± 20.5% for physicians and 70.0 ± 30.0% for nurses, P < 0.001. Only two statements did not show any significant differences between the two groups ''health staff experience the same abuse'' and ''shame of asking questions about abuse''. Also the barrier domain dealing with the victim herself showed similar pattern to the previous ones with an overall percent score of 93.1 ± 17.4% for physicians and 82.1 ± 29.3% for nurses, P < 0.001. Overall, physicians tended to have a higher mean percent score for the grand total barrier domain than nurses (83.2 ± 14.4% compared with 74.7 ± 25.7%, P < 0.001). Table 3 portrays factors affecting percent scores of barrier domains for both physicians and nurses. No gender differences can be observed for all the domains of barriers stated by nurses. However, female physicians had a significantly higher percent score of the social domain while male physicians tended to have a significantly higher mean percent score for the health staff barrier. Although no significant differences were revealed between level of education and scores of barriers among physicians, yet, controversial pattern can be observed among nurses. Those nurses with higher level of education tended to have higher scores on the institutional and victim barriers, while those with bachelor degree had significantly a higher score on the health staff barrier domain. Head nurses had significantly higher mean percent score on the social barrier domain while nurses had significantly higher scores on the institutional and health staff barrier domains. While years spent at work by physicians did not show any significant correlation with all percent scores of the barriers domains, yet it showed significant positive correlation with all barrier domains for nurses.
Results

Discussion
The current study was designed to reveal the barriers that might impede primary health care medical staff to offer proper and comprehensive services to battered women and to reveal the differences between physicians and nurses. To achieve these objectives 1553 medical staff from 78 primary health care units agreed to share in this study, of these 565 were physicians and 988 were nurses. The results of this study showed that there are real major barriers facing the medical staff to admit comprehensive services to battered women. Physicians tended to admit a higher mean percent score of overall barriers (83.2 ± 14.4%) than nurses (74.7 ± 25.8%, P < 0.001). Among the four studied barrier domains, those related to the victim (battered women) topped the rank for both physicians and nurses. The individual questions of this domain included hiding abuse, turning back to the same environment, shame, and lack of knowledge on legal right. Factors as shame, embarrassment, fear of partner's retaliation and perception that it is the doctor's role to intervene were revealed by some authors to prevent abused women from seeking help from health care providers. 18, 19 Woman's readiness to address the violence or leave the relationship, her perceived safety, and her concerns for her children, and ensuring that the inquiry is appropriate to the context of the clinical encounter. 20 Traditional beliefs regarding the family privacy, family unity and gender role was found to have posed difficulties to health care providers in their management of DV. 21 However, many abused women do not mind being asked about violence and would like the health care providers to be more pro-active in asking questions on abuse. 18, 19, 22, 23 Studied physicians, in this study, had a mean percent score of 79.7 ± 20.5% on the domain dealing with barriers related to health staff. Also, the studied nurses scored 70.0 ± 30.0% on the same domain, indicating that both of them agreed that they need empowerment to be able to deliver the required medical care. Health care providers need to be aware that DV is indeed a major medical problem and they have important roles to play in its detection and management. 24 Primary issues like lack of time, inadequate training, referral, and uncertainty about how to respond affect professional response to DV from these doctors. 14, 22, 25, 26 Health care providers possess certain opinions and prejudices based on their own upbringing, culture and religious beliefs. These biases can affect their professional behavior including their intention to ask about abuse and create errors in clinical judgment in DV cases. Those feeling shame to ask about domestic abuse constituted 63.7% and 65.5% of the studied physicians and nurses respectively. Other studies revealed that more than half of the clinicians and a third of the nursing staff reported a fear of offending patients in asking about DV. This may be related to the underlying belief that DV is a ''private matter'' and not within the scope of medical treatment. 21 The findings of the current study supports this view as 88.3% of physicians and 78.3% of nurses reported that they need increased authorization to deal with abused women.
One of the main barriers regarding screening for DV is lack of knowledge and training health care professionals. [27] [28] [29] [30] [31] [32] A number of studies have examined the knowledge, attitudes, and beliefs of physicians and/or nurses to identification of interpersonal violence. The common themes that emerge from these and other studies include gaps in provider knowledge and lack of education regarding domestic violence; lack of perceived system support, especially time; provider self-efficacy, including feelings of powerlessness and loss of control; poor interviewing or communication skills; providers' personal experience with abuse; fears about legal involvement; and provider age and years in practice. 26, [33] [34] [35] [36] [37] The results of the current study showed controversial findings with regard to impact of years spent at work on domain scores of barriers, where a significant positive correlation was demonstrated for nurses while a non significant one was demonstrated for physicians. Also nurses with higher level of education tended to have a significantly higher overall mean percent score than those just holding a bachelor degree. This might be attributed to lack of received training in this area in undergraduate and postgraduate continuing education or on job training. 38 What supports this is the declining of low knowledge and negative attitudes of providers towards screening for abuse by training and awareness of the links between DV against women and sexual and reproductive health, 39, 40 and feeling of empowerment and commitment to raise the issue of violence with their clients. 14 Within institutional settings, having enabling factors for the management of DV will make the health care providers more inclined to manage these cases. Lack of multidisciplinary approach and job description and procedures were stated by 90.8% and 87.6% of physicians and 73.5% and 70.4% of nurses to form important barriers, preventing them to administer proper comprehensive care to battered women. The inefficiency or even absence of any effective intervention measures to deal with DV was stated by multiple authors. 32, 41 The health care providers may feel inadequate in helping the abused victims with the lack of knowledge on the availability of various domestic violence resources.
Differences of barriers to administering comprehensive services to battered women between nurses and physicians were also revealed in other studies; however, no clear explanation was provided for these differences. 32 The current study revealed that higher level of education and spending more years at work were associated with having a higher percent score of the overall barrier scores, which elucidate the importance of job characteristics. However, the absence of such associations among physicians might not be in favor of this explanation.
It seems that dealing with violence problem among women needs intensive and detailed programs to train health care staff at the primary health care and increase their awareness about this problem. In addition, improving the infrastructures and resources of these centers can play an important role to deal with this problem. Also, health promotion strategies are required to illustrate and clarify the roots of the problem in the whole community with special emphasis on habits, traditions, beliefs and social values of the community. Implementing such programs in Kuwait will definitely improve both the skills and attitude of primary health care staff to effectively deal with violence against women and improve the health outcome and might also decrease the prevalence of this problem among women through raising their awareness and positively improving their attitude toward self esteem and sticking to their human rights.
